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Call to Action: HIV/AIDS and STDs

in the South

Prepared by Evelyn M. Foust, MPH, CPM
Branch Head, HIV/STD Prevention and Care Branch

Theimpact of the HIV/AIDS epidemic
and other sexudly transmitted diseases
(STDs) inthe South—theregion esti-
mated to have the greatest number of

peoplelivingwith AIDSintheUnited
States—wasthefocus of aconference
held November 13-15 in Charlotte,
N.C. State AIDSdirectors, legidators, federal health officials
and community advocates participated in thetwo-day summit to
discusscritical and uniqueissuesand barriersfaced by southern
gatesincluding future strategies.

Former Surgeon General Dr. David Satcher delivered the key-
note addressto the* Southern States Summit on HIV/AIDS &
STDs,” convened by TheKaiser Family Foundation and theNa-
tiona Allianceof Stateand Territorial AIDSDirectors, in partner-
shipwith the Southern State A1DS Directors Work Group.

A new background report prepared by the Kaiser Family Foun-
dationfor the Summit showsthat the South has more people esti-
mated to beliving with AIDSthan the Northeast, Midwest and
Westernregionsof the United States, and the proportion of people
livingwith AIDSinthe South hasbeenincreasing. Theestimated
number of new AIDS casesin the South increased between 2000
and 2001, while other regionsexperienced declinesor relatively
sablelevels. Eighteen of thetop 25 U.S. communitieshardest hit
by the HIV/AIDS epidemic arein southern states. Inadditionto
HIV, the South a so hasthe highest caseratesfor syphilis, chlamy-
dia, and gonorrheain the nation.

TheHIV/AIDS epidemicinthe South hasa so disproportionately
affected African Americans. Morethan half (53% in 1999) of

(continued on page 2)



(HI'V/IAIDS and STDsin the South, continued from page 1)

people estimated to belivingwith AIDSin the South are
African Americans, who congtituteonly 19% of theoveral
southern population.

The southern region of theU.S., asdefined by the Census
Bureau, includes 16 states and the District of Columbia.
Those participating inthesummit are: Alabama, Arkansas,
Deaware, theDidtrict of Columbia, Florida, Georgia, Ken-
tucky, Louisiana, Mississippi, North Carolina, Oklahoma,
South Carolina, Tennessee, Texas, and West Virginia.

Quotesfrom thetwo major conference sponsorswere as
follows

“TheHIV/AIDS epidemic remainsacritical health con-

cernfor theU.S. asawhole, but isespecially troubling for
the southernregion,” said Drew E. Altman, Ph.D., presi-
dent and CEO of theKaiser Family Foundation. “By bring-
ing these key groupstogether to strategize on combating
HIV/AIDSand STDsinthe southern U.S., we hopeto be
ableto makegreat stridestowardsreducing the dispropor-
tionate effects of these epidemicson minority Americans.”

“NASTAD ishopeful that the Southern States Summit will
help focusthe nation’ s attention on thefacesof HIV and
STDsinthe South, on the severeimpact of these epidemics
on African American communitiesin particular, and onthe
urgent need for usto work together at thefederd, stateand
local levelsto provide desperately needed prevention, care
and trestment services,” said Julie Scofield, Executive Di-
rector of NASTAD.

Other documentsrel eased at the Summit included astate-
by-state overview of thefinancing and care programsavail-
ableto peoplelivingwithHIV/AIDSand areview of fed-
erd funding for HIV/AIDSavailablein each of the southern
states. In addition, the southern states AIDS directors
released adraft of adocument they have been working on
since June 2002, Southern States Manifesto: HIV/AIDS
and STDsin the South: A Call to Action. The purpose of
the document isto makerecommendationsto increase public
awareness of barriersto the provision of prevention and
caresarvicesfor individudslivingwithHIV/AIDSand STDs
inthe South and to provide aplan to reduce barriers. Con-
ference participantswere asked to review the document
and provide commentsto strengthen support for therec-
ommendations. Thesouthern AIDSdirectorsareplanning

(continued on page 3)

North Carolina Smallpox
Vaccination Plan Executive

Summary

Prepared by Samara A. Adrian, Planner
Office of Public Health Preparedness & Response

Smallpox vaccination will be conducted in North Carolina
in accordance with the Centersfor Dis-
ease Control and Prevention’sapproved
North CarolinaSmdlpox VaccingionPlan
(NCSVP). The N.C. plan was devel-
oped in cooperation with statelocal agen-
ciesand mgor organizationsvitally con-
cerned with public health preparedness
andresponseinour state. Extendveusewasmadeof guide-
linesfrom the CDC and nationa and internationa authori-
tiesinthefield of bioterrorismand public hedlth.

Theplan addresses state, regiona and loca-leved voluntary
pre-event vaccination, ring vaccination and massvaccina-
tion. Stage Onepre-event vaccinationwill beginwithin 30
daysof delivery of vaccineto our state. Stage Two pre-
event vaccinationswill occur after additiona vaccineisavall-

able. Ring and massvaccinationwill occur only after iden-
tification of either imminent threat or actual confirmation of
asmallpox case.

Stage One pre-event vaccination will vaccinate approxi-
mately 10,000 stateand local personnel and hospital emer-
gency room and isolation room staffsfrom 60 N.C. facili-
tiesidentified by size, emergency department volumeor geo-
graphiclocation. Stage Two pre-event vaccinationswill
target smaller hospitalsand hedlth carefacilities, additional
public health personnel, emergency management, law en-
forcement, paramedicsand emergency medical services
personnd, and hazardous materia steams. Stage Twowould
likely involvegpproximately 285,000 North Caroliniansand
would occur after additional suppliesof vaccineweremade
available. All vaccinationswill bevoluntary.

Stage Onewill be conducted by the seven Public Health
Regiona Surveillance Teams (RSTSs) in coordination with
thegtate'sPublic Health Regiona Immuni zation Coordina-
tionson arotating vaccination schedule. The scheduleswill
be devel oped between the RSTsand their respective coun-
ties. Pre-event vaccinationwill primarily occur inloca hedth
departments. Some hospitalsmay vaccinatetheir own per-
sonndl.

( continued on page 3)



Campbell Named Branch Head for the
Occupational and Environmental
Epidemiology Branch

Prepared by Patsy P. West, Administrative Assistant
Epidemilogy Section Office

r Douglas Campbell, MD, MPH
joined the OEE Branch as
Branch Head on November 4,
2002 inapart-time capacity and
becamefull-time on January 1,

{ L D' 2003. Hebringstotheposition
ﬂ' b 5 many years of experience and
expertiseinthe occupationa and environmenta epidemiol-
ogy fidd.

Dr. Campbell received hisundergraduate from Carleton
CollegeinMinnesota, hisMD Degreefromthe University
of Hawaii and hisMPH Degreein Epidemiology fromthe
University of North Carolinaat Chapel Hill.

Dr. Campbell previoudly worked with the OEE Branch for
four yearsasaPublic Health Physician and Epidemiologist
where he analyzed and responded to health problemsre-
lated to environmental and occupational factors. Before
joining the OEE Branch, hewas president of asuccessful
private practicefocusing on occupational and environmen-
ta medicine.

We are pleased to welcome Dr. Campbell to the public
hedthteam.
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(N.C. Smallpox Vacinnation Plan, continued from page 2)

Dry Vax, aFDA-licensed vaccine, will beadministered by
licensed, trained nursesunder stlanding ordersof physicians
licensed to practicemedicineinour state. Ingenera, these
will bethe Medical Directors of thelocal health depart-
ments or of the hospitals' occupational health services.
Vaccination, tracking, and follow-up will beinaccordance
with Federal guidelinesand procedures overseen by the
N.C. State Epidemiologist.

Potentia vaccinerecipientswill begiveninformetion regard-
ing therisksand benefits of thevaccine, contraindications,
and procedures to protect themselves aswell as others.
Trained professonaswill answer their questionsin accor-
dancewithfedera guiddines.

Carefor vaccine adverseeventsaswell asworker’scom-
pensation and other workplace-related concernswill be
managed in accordance with current laws and regulations,
using employees and employers’ existing systems, agree-
ments and contracts. In developing the NCSVP, akey
planning assumptionisthat personnd andindtitutionscarry-
ing out the vaccination program will be protected against
liability by federal proceduresunder the new Homeland
Security Act passed in November 2002.
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(HIV/IAIDS and STDs in the South, continued from page 2)
toreleasethefind version of theManifesto by early Febru-

ay.

North Carolinaparticipated in the Summit becauseweare
very concerned about theincreasing number of AIDSand
STD casesreported in our state and becausewesmply do
not havetheresources—federal, state or local —to meet the
prevention, care, and treatment needs of peoplewith and
at-risk for HIV/AIDS and STDs. For example, North
Carolina’'s ADAP has been closed to new enrolleessince
December 15, 2001 dueto ashortage of fundsand despite
havingthelowest digibility level inthe country—HIV pos-
tive personsmust be at or below 125% of poverty. North
Carolina sstate contributionto ADAP makesup over 35%
of thetotal budget and therest isprovided by HRSA Ryan
Whitefunds.

For additional information about the conference or the
Southern Sates Manifesto: HIV/AIDSand STDsin the
South: A Call To Action, youmay call Evelyn Foust, North
CarolinaHIV/STD Branch Head at (919) 733- 9490 or
call Beth Scalco, LouisianaAlIDSDirector at (504) 568-
7474.
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Tuberculosis and Directly

Observed Therapy

Carol Dukes Hamilton, M.D., Medical Director
North Carolina TB Control Program

) We have made considerable and steady
o progresstowardstheelimination of TB inour
g state. The 2001 rate of tuberculosisin North

Carolinawas4.8 per 100,000, thelowest rate

inour state'shistory, though the 2002 figures

may not be asfavorable. Prompt initiation of
effectivetreatment and compl etion of an adequate course
of therapy lead to the cure of tuberculosisand prevent fur-
ther spread. The use of directly observed therapy (DOT)
to ensure compl etion of therapy for peoplewith active TB
isthe standard of carefor TB management in North Caro-
linaand in most of the U.S. How did thiscome about?

Thediscovery of isoniazid and rifampin, potent TB medica-
tionstaken orally, changed TB treatment from an 18-24
month stay inaTB sanatoriumto arelatively short outpa:
tient treatment regimen. However, by thelate 1970s, an
estimated 20-30% of TB patientsfailed to completetreat-
ment within 24 months. Furthermore, DOT wasonly em-
ployed by about 17% of U.S. public health jurisdictions
(Bayer, AmJPublic Health, 88:1052-1058, 1998). By the
early 1990s, theresurgenceof TB, including multi-drug re-
sistant TB (MDR-TB), wasinfull swing and acall-to-ac-
tionwent forth. In 1990, atrial in Denver was published
demonstrating that ashort-course (6-month) TB regimen,
administered twice-weekly by DOT, resulted inmore cures
andfewer relgpsesor drugfailuresthanalonger (9-12 month
course) of daily therapy, self-administered (Cohen, Annint
Med, 112:407-415, 1990). Sincethen, othershave shown
that apatient-centered approach to TB carethat usesDOT
isclinically successful and cost-effective (Moore, Am J
Respir Crit Care Med, 154:835-6, 1996). Favorableas-
pectsof programsthat have universal DOT includemore
rapid cessation of infectivity, fewer infected contacts, faster
and higher completion rates, fewer casesdeveloping MDR-
TB, lower rlapseandfailurerates, and lessmortality, com-
pared to self-administered regimens. Furthermore, public
health scientistshave shown that thekind of DOT matters.
Early on, someprogramstried using family membersto pro-
vide DOT, with lesssuccessthan programsexclusively us-
ing members of the health careteam, and augmented by
“enhancersand enablers’ —bustokens, food coupons, diet
supplements.

When an outbreak of MDR-TB occurred in New York
City, thesuccessful public hedthresponseincluded few “high
tech” components. Clinicianswereeducated to havealower
threshold for suspecting TB. When TB was suspected,
standard 4-drug therapy wasinstituted until susceptibilities
wereknown. Most importantly, the drugswere given by
the public health system, free of charge, using strict and
enhanced DOT. Patient non-adherencewasmet with forced
quarantineuntil trestment was completed.

DOT hasbeenincreasingly emphasized by the Centersfor
Disease Control (CDC) and all U.S. andinternational TB
advisory panels. Thehighregardfor DOT isreflectedin
increasing emphasis placed on thismethod of TB treatment
by the CDC inthe new TB Treatment statement, duefor
releasein January 2003. Inaddition, the updated North
CarolinaTB Control manual explicitly statesthat “DOT,
with rare exceptions, is the Sandard of Care for the
therapy of activetuberculosisin North Carolina” . Our
TB Medicd Advisory Committeehasunanimoudy endorsed

thispolicy.
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Exophiala (Wangiella) dermatfitidis
Fungal Infection Outbreak

Jeffrey Engel, MD, Head
General Communicable Disease Control Branch

In September 2002, the General Communicable Disease
Control (GCDC) Branchwasnatified of two patientswith
meningitis caused by arare fungal pathogen Exophiala
(Wangiella) dermatitidis. The Infectious Diseases (ID)
Divison of Duke University Medical Center (DUMC) be-
cameawareof thetwo caseswhen their mycology labwas
eva uating oneof thefunga isolatesfrom apatient who died
at DUMC, and another isolate from apatient hospitalized
withfunga meningitisat Pitt County Memoria Hospita in
Greanville

Initid investigation by the DUMC D Divisionreveaed that
both patients had received epidural (spinal) injections of
methyl prednisalonewithin two monthsof their onset of ill-
nessat two separate pain clinicsin Pinehurst and Jackson-
ville. Further inquiry reveal ed that the methyl prednisalone
injected into both patientswas compounded for sterilein-
jection by asingle pharmacy in Spartanburg, South Caro-
lina. The Generd Communicable Disease Control (GCDC)

(continued on page 5)



(Exophila (Wangiella) dermatitidis, continued from page 4)

Branchthennotified public health authoritiesin South Caro-
linaand the CDC tolaunch afull-scaleinvestigation.

Clinical Disease

Asof January 2003, six patientswho received paininjec-
tionsat thetwo clinicshave devel oped E. dermatitidisin-
fections. Thefirst four patients presented with signsand
symptomsof subacute meningitiswithinthreemonthsof their
epidurd injections. Smilar tothemorecommonfungd men-
ingitis caused by Cryptococcus neofor mans, patients de-
vel oped fever, headache, confusion, backache, and stiff neck
over saverd weeksperiod of time. Cerebrospind fluid andly-
ssrevealed e evated protein and normal glucoselevelsand
acuteinflammatory cells. Bacterial studieswere negative
andfungal culturesyielded E. dermatitidisidentified at both
DUMC and the State L aboratory of Public Health.

Thelast two patients devel oped septic arthritis
within sx monthsof injectionintojoint spaces, the
sacroiliacjoint and the lumbar disc space. These
patientsdevel oped aprogressiveerosvesacrailiitis

andlumbar discitis, repectively, ssenonmagnetic PRt LNEED

resonanceimaging (MRI) scans. Thediagnosiswas con-
firmed after E. dermatitidiswasisolated from biopsy speci-
menstaken from both patients.

All patients had received methyl prednisal oneinjectionsfor
chronic pain syndromes. The patients' age ranged from 52
to 77 years(mean, 65); five (83%) werewomen. Four re-
celvedinjectionsat the Pinehurst clinic and two at the Jack-
sonvilleclinic. Based oninvitro susceptibility testing per-
formedat DUMC, dl patientsweretreated withanew FDA-
gpproved antifungal agent, voriconazole. Clinical outcomes
to date (median follow-up, 12 weeks) haverevealed one
deathinthefirst meningitiscase. Theother five patientsre-
quired hospitalization but wererecovering at home. Final
functional outcomeswerenot known.

ThePharmacy I nvestigation and Control M easur es

The investigation of the compounding pharmacy in
Spartanburg wasled by the South Carolina Department of
Health and Board of Pharmacy with the assistance of the
FDA and CDC. The pharmacy was asked to compound
sterile methyl predni sal one acetate for injection by physi-
ciansandclinicsinfivestates(NC, SC, VA, CT, MA) when
the usual supplier, Pharmacia-Upjohn, had temporarily
ceased productionin early 2002 when manufacturing prob-

lemswerediscovered by the FDA. Approximately 1,000
vialswere dispensed with 90% being shipped to thetwo
painclinicsinN.C. from February to July 2002.

Inspection of the compounding pharmacy by the South
Carolina Board of Pharmacy in September revealed
breachesin standard operating proceduresfor sterile pro-
duction. TheBoard issued animmediate“ ceaseand des s’
order to the pharmacy for further production of
methyl predni s one and the compounding pharmacy issued
arecdl inearly September of al dispensed vids. Unopened
viasof methylprednisa onemarked sterileweresent tolabs
at the FDA and CDC which both have subsequently iso-
lated E. dermatitidis.

Pending I nvestigations

The GCDC Branch enlisted the assistance of theNC State-
wide Program in Infection Control and Epidemiology
(SPICE) at UNC-Chapel Hill to conduct an epi-
demiologic study of the outbreak. A retrospective
cohort study was designed using peoplewho re-
ceived injections on the sameday, but who did not
becomeinfected, ascontrols. SPICE a so observed
sterileand procedural techniqueat theclinics. The
Investigation may be hampered by thefact that neither clinic
recorded the lot numbers of the methylprednisalonevials
used on the patientsor controls.

The DUMC mycology |ab performed agenetic analysisof
the E. dermatitidisisolated from the patients and the un-
used vid sof methyl prednisalone. Althoughno sandard ge-
netic fingerprinting techniqueexistsfor thisfunga species,
thepreliminary resultsreved ed that all isol ateswere geneti-
caly identicdl.

Conclusions

Six patientssuccumbed toinfectionsfrom ararefunguskE.
dermatitidissubsequent to receiving paininjectionsat two
clinicsinNorth Carolina. Four casesof meningitisand two
cases of septic arthritisdevel oped, with one death and se-
veremorbidity inthe others. A single compounding phar-
meacy in South Carolina, which supplied methylprednisalone
to the clinicswasfound to have dispensed contaminated
product after testing revealed an identical strain of E.
dermatitidisin unused vialsof thedrug. Inspectionsof the
pharmacy implicated problemswith steriletechnique.

(continued on page 6)



Introducing a New Technology for
Bacterial Identification:

The OmniLog Analyzer

Prepared by Chris Goforth, Laboratory Medical Technolo-
gist 11, Special Bacteriology Bioterrorism Team
North Carolina Sate Laboratory of Public Health

% Clinica microbiology hasseen dynamic changesin
availablemethodsfor pathogenidentifi-
cationinrecentyears. TheNorth Caro-

linaState L aboratory of Public Hedlth

(NCSLPH) recently acquired anew in-
strument totheaid in biochemical identification
of difficult or problemétic pathogenic bacteria. Utilizingfed-
eral funding for bioterrorism preparednessNCL SPH pur-
chased, installed and received training on the Omnilog ana
lyzer, manufactured by Biolog Corporation.

The Omnilog analyzer usestherespiratory reactionsof 95
biochemicasasafingerprint to givereliableidentifications
of purebacteria cultureswithin 24 hours. Theoverall pat-
tern of positive and negative reactionsin each of the 95
wellswith biochemica sleadsto apreiminary identification.
The unique redox chemistry responds to the process of
metabolism rather than to metabolic by-products, such as
acids, in conventional biochemical reactions. Thecurrent
bacteria identification databasefor theOmnilog andyzer is
approaching 1000 patternsout of the4 x 10% theoreticaly
possiblepatternsderived fromasingleplate.

With conventiona biochemical identifications, severa bac-
terid organismswould remain unidentified dueto unknown
metabolic variationsin different strains of the same bacte-
ria. Thismeant therewasno easy way to generatea“li-
brary” of metabolic variationsthat would allow onetorec-
ognizethese patterns. Theoption of building and maintain-
ing adatabase of the biochemical reactionsfor identified
bacteriahasthe potential to givefaster, morereliablere-
sults. The database generated at NCSL PH should allow
thevisualization of trends of specific organismsbased on
regiona geography, siteof infection, or other parameters.

The Omnilog database may supplement DNA sequencedata
or other nucleic acid information by providing ametabolic
fingerprint that can berelated to asequenced strain of bac-
teria. Inthefuture, thismay allow for rapid and precise
identification of pathogens.
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(Exophila (Wangidlla) dermatitidis continued from page 5)

Although product was dispensed infive states, human dis-
easeonly occurredinN.C. Thismight beexplained by sev-
eral factors: 90% of the compounded methylprednisalone
was dispensed to thetwo pain clinicsin N.C.; clinicsin
other statesreturned most recalled vialsbefore they were
used; and at least one clinic was not using the
methylprednisalonefor injection. Theretrospective cohort
study may reveal other risk factorsassociated with devel -
opinginfection.

Thisoutbreak isthelatest of many recent incidentstraced
toinjectable steroid contamination at small compounding
pharmacies. In California, an outbreak of Serratia bacte-
rial meningitiswastraced to contaminated betamethasone
(asteroid smilar to methyl prednisalone) used for epidura
injections(ContraCostaHedl th Services, unpublished data,
2002). Similarly, in Michigan, acluster of Chryseomonas
meningitis caseswere associ ated methyl prednisalone epi-
durd injections (CDC, unpublished data, 2002).

The FDA does not have jurisdiction over compounding
pharmacies, theagency only overseescompaniesinvolved
indrug manufacturing. Whether the Spartanburg pharmacy
inthisoutbreak exceeded itscompounding licenseand was
actualy manufacturing methyl prednisaloneiscurrently un-
der investigation. Further, many states Boardsof Pharmacy
do not have adequate resourcesto regul ate the compound-
ing practicesof small businessoperations.

Finaly, thisoutbreak pointsto an emerging problemwith
themanufacturing of generic drugsfor sterileinjection. Be-
cause of low operating margins associated with marketing
non-brand namedrugs, the pharmaceutica industry will of-
ten lower production costs by outsourcing and overseas
manufacturing. The FDA hasdiscovered many lapsesin
quality and has shut down productionin certain cases. In
thisoutbreak, the sole producer of methylprednisaloneac-
etate, Pharmacia-Upjohn, temporarily ceased production
of itsbrand DepoM edrol® in 2001 after the FDA had dis-
covered manufacturing problems. Thisevent caused local
providersto seek dternative sourcesof methylprednisaone
for serileinjection.
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1990-2001 North Carolina
Hepatitis B Prevention Program -

Summary

Prepared by Patricia Poole, N.C. Hepatitis B Coordinator.
N.C. Immunization Branch

Hepatitis B infects approximately
80,000 peopleeach year inthe United
States; an estimated 4,000 peopledie
from hepatitisB-related cirrhosisand
1,500 diewith hepatitisB-related liver
cancer. 11991, the Advisory Com-
mitteefor Immunization Practices (ACIP) recommended
preventionof hepatitisB virustransmissonduring early child-
hood through vaccination of infantsborn to infected moth-
ersand by making hepatitis B vaccineapart of theroutine
vaccinaion schedulefor infants. Then, in1995, ACIPadded
the recommendation to vaccinate adol escents as asecond
stepinthestrategy to prevent diseasetransmission.

North Carolinahasimplemented two programsaimed at
hepatitisB preventionin children and adolescentsin an ef-
fort to addressthe challenge of diseaseprevention. For the
past ten years, the North CarolinaPerinatal HepatitisB Pre-
vention Program and the Sixth-Grade School -Site |mmuni-
zation Initiative have been very successful immunizingin-
fantsand adol escents.

North CarolinaPerinatal HepatitisB Prevention Pro-
gram

From 1997-2000, datafromthe N.C. Perinatal Hepatitis
B Prevention Programindicateasteady increaseinthetest-
ing of pregnant women for hepatitisB. Local health de-
partmentstrack casesof infantsbornto hepatitisB surface
antigen (HBsAg)-positive mothersto ensure proper infant
vaccination and post-vaccination serol ogic testing.

Each year, increasing numbersof HBsAg-positivemothers,
and infantsborn to them, have beenidentified. 1n 2000,
there were 68 more casesidentified thanin 1997, anin-
crease of 59 percent. Seventy-five more infants were
tracked in 2000 than in 1997, equivalent to a 69 percent
increase. Additionally, datareveal an average of 94 per-
cent of thoseinfantsborn to HBsAg-positivemothersre-
ceived proper prophylaxisat birth.

North Carolina Sixth-Grade School-Site HepatitisB
Immunization I nitiative

TheN.C. Sixth-Grade School-Site Hepatitis B Immuniza-
tionInitiative, launchedin 1995, providesan opportunity to
vaccinate adol escents beforethey reach the agewhen they
are at greatest risk of exposureto hepatitisB. Thispro-
gram centersaround clinics, conducted by local health de-
partments, to vaccinate adol escents against the disease.

A study of datafrom 1995 to 2001 concluded that an aver-
age of 69 percent of sixth gradersinthe state have partici-
pated inthisprogram. For the sameyears, an average of
93 percent of those children participating in the program
compl eted thethree-dose series. Whilemany childrenre-
ceivethe hepatitis B vaccineat sitesother than the school -
based dlinics, thisinitiative has offered aunique opportunity
to provide protection for approximately 63,000 adolescents
eachyear.

For moreinformation about North Carolina sHepatitisB
Prevention Programs, contact PatriciaT. Poole, Hepatitis
B coordinator, at (919) 715-6777 or viaemail at
patricia.poole@ncmail.net.
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NCSLPH Awarded CDC Grant to
Perform Applied Research on

Listeria monocytogenes
Prepared by Leslie Wolf, Public Health Scientist
Sate Laboratory of Public Health

zad North Carolina likemany stetes, hasasig-

A nificant burden of foodborne illnesses

i calsed by anumber of pathogenic bacte-
— ria. Themost common foodborne bacte-
riainclude Salmondlla, Shigella, Escheri-
chia coli 0157:H7, and Campylobacter. These bacteria
usualy causemildto severediarrhed illness. A lesscom-
mon foodborne pathogen that typically resultsinasystemic
febrileillnessisListeriamonocytogenes. Thispathogenis
particular dangerousfor immunocompromised individuals,
including theelderly, young children and pregnant women.
Inthefall of 2000, an outbreak of L. monocytogenesin
theHigpanic community of Forsyth County brought thisless-
common foodborne pathogen to theforefront. Inthisout-
break, 12 patientsbecameill after consuming homemade,
Mexican-style soft cheese. Thetragedy wasthat 10 preg-
nant women becameinfected, with 2 infected newborns, 3

(continued on page 9)



Health Risks From Arsenic in

Drinking Water

Prepared by Kenneth Rudo, Ph.D, Toxicologist
Occupational and Environmental Epidemiology Branch

Arsenicisthe 20" most abundant element in
the earth’s crust and can also befound asa
by-product of the smelting processfor cop-
per, lead, cobalt and gold. Itscurrent primary
useisinwood preservativessuch aschromated

A
copper arsenate. Arsenic can beusedin alloysof brassas
well asinthe production of solder and ammunition. Inthe
past, itsprimary useswereasagricultural pesticidesinthe
form of organicandinorganic arsenicals(1). Currently, the
primary pathwaysof human arsenic exposure arethrough
drinking water, diet and occupational processes.

Inorganic arsenicisreadily absorbed from the human gas-
trointestinal tract but ispoorly absorbed through skin. In
humans, exposureto arsenic isassessed by measuring ar-
seniclevelsinblood, urine, and hair. Inhumans, inorganic
arsenicisreadily metabolized to organicforms. Until re-
cently, the organic form of arsenic wasthought to bealess
toxic form of themineral. However, thisideahasrecently
become controversia with recent datashowing exceptions.

Arsenictoxicity inhumansiswell recognized. Both carci-
nogenic and non-carcinogenic illnesses have been shown
to result from arsenic exposure. The Environmenta Pro-
tection Agency (EPA) has characterized arsenic asahu-
man carcinogen. Scientific studieshave shownthat arsenic
exposure may increasetherisk of skin, bladder, and lung
cancer in humans. Other tissueswith human carcinogenic
potential includeliver, kidney, prostate, colon and stom-
ach. Studiesin Taiwan have been used to compute maxi-
mum contaminant levels (MCLSs) in order to determine
groundwater standardsfor arsenic. Thesestudiesfocuson
cancer of theskin, bladder and lung (1).

Non-carcinogenic effectsof arsenicin human populations
have also been widely studied. Significant non-carcino-
genic effectsin humansincludethose of the cardiovascular,
gadrointesting, and neurologica sysemsaswell astheskin.
A condition known asBlackfoot’s Disease, which ischar-
acterized by alossof circulationinthehandsand feet, was
seenin Taiwan wheretherewere exposuresto higharsenic
concentrationsin drinking water. Hepatic effects, including
fibrosisand tendernessof theliver, have been detected af -

ter oral exposuretoinorganicarsenic. A very common and
characteristic effect of inorganic arsenicingestionisapat-
tern of skin changesthat may include hyperkeratosisand
theformation of hyperkeratotic wartsor cornson theface,
neck, back, hands, and feet. Repeated low-level exposure
may result in peripheral neuropathies, which may beginas
numbnessin the handsand feet and may progress, causing
muscleweakness(1).

In North Carolina, the Occupationa and Environmental
Epidemiology Branch (OEEB) evauatestherisksof arsenic-
related diseasesfrom consumption of water by evaluating
drinking water sampling datafor the concentration of ar-
senic, aswell asthe duration of exposureto thisdrinking
water. Thisisdone since both arsenic concentration and
duration of exposure contributeto the potential for devel-
oping adverse health effects. The sourcesof arsenic and
most other toxic contaminantsin drinking water arefrom
man-made sources. When thisisthe case and historical
dataislacking, itisdifficult to determineanindividua’sdu-
ration of exposure. In contrast, the concentrations of natu-
rally occurring chemicalsmay becons stent over time, thus
facilitating amore accurate prediction of exposureduration
inanindividud.

In order to cal culate astandard for arsenicin groundwater
for protection of privatewells, OEEB considered both can-
cer and non-cancer endpointsasdeterminantsof risk. OEEB
used endpointsfor skin tumorsfrom the Taiwan studiesto
calculate arecommended groundwater standard of 0.02
partsper billion (ppb). Thisstandard representsa“oneina
million” cancer risk. Thisisbased on the consumption of
two litersof water aday over a70-year lifetime. Usingthis
assumption, an estimated one person out of one million
peopleexposed will develop cancer inhisor her lifetime. In
comparison, the current EPA MCL of 50 ppb resultsina
onein 400 lifetime cancer risk (1). In January 2002, the
Commission for Health Services set atemporary standard
of 10 ppbfor arsenicin public drinking water supplies. The
Environmental Management Commissioniscurrently con-
sidering revising thearsenic groundwater standard to 0.02

ppb.

There are several areasin North Carolinawhere arsenic
occursnaturally inthe groundwater, and where contami-
nated drinking water wellshave beenidentified. In Stanly
and Union Counties, over 80% of thedrinking water wells
sampled for inorganic compoundsfrom June 2000 to Sep-

(continued on page 9)



(Risks from Arsenic in Drinking Water, continued from page 8)

tember 2002 have had detectable arsenic contamination. In
Dare County, one of the public water systemwellshad de-
tectablelevelsof arsenic consistently above 10 ppb. Table
1 liststhe extent of arsenic-contamination in private drink-
ingwater wellsintwelve North Carolinacountiesfrom June
2000 to September 2002. Citizensmay bedrinking arsenic-
contaminated water from these systemswherethearsenic
may benaturally occurring. Theduration of these persons
exposuresmay be 10-20 yearsor more. Sincethelatency
period for developing cancer following theinitia exposure
toarsenicis10-20 years, these persons exposuresmay be
long enough toinduce cancer inasmall percentage of these

people.

Reference: OEEB White Paper — “ Health Risk Assessment of
Arsenicin Drinking Water “ — September 10, 2001

TABLE1
Arsenic Detected in Drinking Water Wells
in 12 Selected N.C. Counties
from June 2002 to September 2002

Number of Wells

County Contaminated

(above 1 ppb)
Alamance 4
Chatham 5
Currituck 15
Davidson 7
Gagton 8
Lincaln 37
Moore 6
Orange 150
Randolph 4
Rowan 5
Sanly 57
Union 78
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(NCSLPH Awarded CDC Grant, continued from page 7)
premature birthsand 5 stillborn babiesresulting from L.
monocytogenesinfection. Numerous ready-to-eat food
products have also been recalled in 2002 dueto the pres-
enceof L. monocytogenes. Because of the potentially se-
vereoutcomewhen animmunocompromised individua be-
comesinfected with L. monocytogenes, listeriosisisnow a
reportableillnessin North Carolina. The North Carolina
State L aboratory of Public Health (NCSLPH) requeststhat
al clinical microbiology laboratoriesin our state submit L.
monocytogenesisolatesfor confirmation and subtyping.

Inorder to follow outbreaksin North Carolinaand nation-
wide, NCSL PH participatesin PulseNet, theNational Mo-
lecular Subtyping Network for Foodborne Pathogens. The
laboratory subtypesfoodborne bacterial pathogensusing
pulsed-field gel € ectrophoresis(PFGE) and resultsarecom-
muni cated el ectronically with other statesand CDC. In
October 2002, NCSL PH was awarded agrant via Asso-
ciation of Public Hedlth L aboratoriesfrom the CDC to per-
form applied research to develop aDNA sequencing-based
subtyping scheme. Thisaward providesresourcesfor a
full-timeresearch position, scientific suppliesandtravel toa
planningmeeting at CDC. PublichedthlaboratoriesinMin-
nesotaand Massachussettswere selected toinitiate smilar
research projects for Salmonella and E. coli O157:H7,
respectively, inthefall of 2001. Better discrimination be-
tween strains of L. monocytogenes, Salmonella and E.
coli O157:H7 will betheresult of novel DNA sequencing-
based subtyping methods. Thegoal of theresearchisto
support the national Food Safety Initiative. Not only will
North Carolina scitizensbenefit from thisimproved sur-
velllancetool, but d so al participating PulseNet [aborato-
riesnationwidewhen the next generation subtyping system
isformally adopted.
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North Carolina World AIDS Day
Prepared by Renita Viega, Public Health Program Consultant
and Myra L. Allen, MBA, MHA, Public Health Educator
HIV/STD Prevention and Care Branch

On Wednesday, December 11, 2002, the
HIV/STD Prevention and Care Branch
held itsannual Governor’sWorld AIDS
Day Volunteer Service Awards Banquet.
The purpose of the celebration wasto @
recognizethecontributionsof individu-
alsand organizationsthat contribute
to thewellbeing of peoplelivingwith or affected by
(continued on page 11)



Reported Communicable Diseases, North Car olina, January-December 2002 (by date of report)*

Y ear-to-Date (Fourth Quarter) 4th
Disease 2002 2001 | Mean (97-2001) Quarter Comments/ Notes
2002

Brucellosis 2 2 2 1
Campylobacter 682 480 516 186

Chlamydia, laboratory reports 24738 | 22177 21095 6329
Cryptosporidiosis 40 31 - 12 | Notel & 2
Dengue 3 2 2 0

E. coli O157:H7 244 59 97 208 | Note 3
Ehrlichiosis, Granulocytic 1 0 - O Notelé& 2
Ehrlichiosis, Monocytic 13 11 - 6 | Notel & 2
Encephalitis, California group 13 9 - 1] Notel& 4
Foodborne, C. perfringens 1 0 10 0

Foodborne, other 66 9 31 37

Foodborne, staphylococcal 62 2 20 0

Gonorrhea 15361 | 16733 18054 3333

Haemophilus influenzae 33 50 31 3

Hepatitis A 209 242 180 27

Hepatitis B, acute 228 221 242 54

Hepatitis B, chronic 896 650 653 186

Hepatitis C, acute 29 22 - 7| Notel & 4
HUS-TTP 2 2 - 0| Notel& 2
HIV/AIDS 1692 1609 1552 438 | Note5
Legionellosis 13 11 14 4

Listeriosis 8 6 - 3 | Note 8
Lyme disease 137 41 52 36

Malaria 22 19 28 3
Meningococcal disease 34 63 61 5

Meningitis, pneumococcal 39 51 51 5

Mumps 2 5 9 1

Q Fever 2 0 1 0

Rabies, animal 710 571 604 153

Rocky Mountain Spotted Fever 294 185 104 68
Samonellosis 1595 1386 1280 553

Shigellosis 655 356 345 377

Strepto. A, invasive 122 147 - 15| Notel & 2
Syphilis, total 616 941 1287 128 | Note 6
Toxoplasmosis, congenital 1 0 - O Notelé& 2
Toxic Shock Syndrome 5 7 3 2

Trichinosis 1 0 0 0

Tuberculosis 434 397 459 192

Tularemia 1 1 2 0

Typhoid, acute 2 3 3 1

Vibrio, other 11 12 - 4 | Notel& 7
Vibrio vulnificus 4 6 - 2| Notel & 2
Vanco. Resistant Enterococci 531 559 - 101 | Note1 & 2
Whooping cough 46 75 10

* Preliminary data, as of 1/14/2003. Quarters are defined as 13-week periods. Only reportable diseases reported in 2002 are
listed in thistable. Notes: 1. Not reportable in this entire time period; 2. Became reportable 8/1/1998; 3. Became reportable
10/1/1994; 4. Became reportable as such 8/1/1998; previoudly within other category (“Encephalitis’; “Hepatitis, non A-non B”);
5. Earliest report with HIV infection or AIDS diagnosis; 6. Primary, secondary and early latent syphilis; 7. Became reportable
7/1/1997; 8. Became reportable 7/2001.
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(N.C. World AI DS Day, continued from page 9)

HIV/AIDS. Asvolunteers, they freely givetheir timeand
talent to assist organizationsin meeting their HIV preven-
tionand caremissions.

World AIDS Day hasaspecia placeinthehistory of the
AIDS pandemic. Since 1988, December 1% has been a
day bringing messages of compassion, hope, solidarity, and
understanding about AIDSto every country intheworld.
The 2002 themewasto eiminate stigmaand discrimina-
tion. Unfortunately, twenty yearsinto the pandemic the
battlesof stigma, discrimination, ignorance, andfear till must
bewonin order for ustowinthewar against HIV/AIDS.

John Peebles, Assistant Branch Head, and Pastor
Gwendolyn Curry, CEO of Present Day Cares, Inc., were
Master and Mistress of Ceremoniesrespectively. Wewere
privileged to have Representative Bob Etheridgecomeand
offer words of encouragement and appreciation to the at-
tendees. Wewered so honored to have Robert E. Fullilove,
[11, Ed.D., Associate Dean for Community and Minority
Affarsat theMailman School of Public Hedtha Columbia
University, serve asthekeynote spesker. Dr. Fullilovede-
livered inspirationa and thought-provoking commentsre-
lated to the HIV/AIDS pandemic and its possibleimpact
ongloba security if unchecked.

The primary purpose of the event wasto honor volunteers
inseveral categories. The categoriesand winnersare as
follows: Youth—Cindy Flowers, Cullowhee; Resistance
Against Pressure, Spring Lake. Individual—Brenda Tho-
mas, Kinston; Sonji Pass, Charlotte; Stephen Hutchens,
Durham; LouveniaCurrence, Gastonia; Gregory Joyce,
Fayetteville; Samuel McCormick, Lumberton; Anthony
Monds, Lillington. Organizations—Person County HIV
Task Force, Roxboro; Fayetteville Alumnae Chapter Delta
SigmaTheta Sorority, Inc., Fayetteville, NC. The Marty
M. Prairie Award, aunique award given for innovativeand
uniqueintervention strategies and advocacy, wasawarded
to Ashley Rozier, |1, Fayetteville.

In North Carolina, complacency about the need for HIV
prevention may be among the strongest barriersthat com-
munitiesface asthey plan to meet the next century’spre-
vention needs. The number of peoplelivingwith HIV in-
fectionisgrowing. Thisincreased prevdenceof HIV inthe
popul ation meansthat even more prevention effortsare
needed, not fewer. For individualsat risk, increased preva-

11

lence meansthat each risk behavior elevatesthe possibility
of infection. Theeffortsof volunteerssuch asthoserecog-
nized at thisyear’ sbanquet areamajor component of on-
going education and prevention efforts.

kkhkkkkikk*k

Employee Recognition:
Employee of the Quarter

Portia Reese

Prepared by Patsy P. West, Administrative Assistant
Epidemiology Section

PortiaReese hasreceived the Epi-
demiology Section’'sEmployeeRec-
ognition Award for thewinter quar-
ter of 2002. Ms. Reese wasnomi-
nated in the category of Service Ex-
cellence.

Ms. Reese has dedicated 27 years in state government to
the service of others. She began her career with the Divi-
sion of Socia Servicesand later wasemployed by the Divi-
sion of Facility Services. 1n 1999, shejoinedthe HIV/STD
Prevention and Care Branch asaPH Program Consultant 1
inthe AIDS Care Unit.

Ms. Reeseisapositiverole model for her co-workersand
everyonewho knowsher. If aco-worker needsher help, she
isalwaysready to pitchin. Portiahasmany responsibilities
in her PH Program Consultant position such as coordinating
services between case management agenciesand other care
providers, providing technical assistanceon Medicaid rules
and regulations, conducting trainingsand workshops, certify-
ing and re-certifying case management facilities, and locat-
ing pediatric servicesfor HIV infected children, just to name
afew. HIV/STD Prevention and Care Branch Head, Evelyn
Foust said, “ Portiaiswell-known for her commitment to cus-
tomer service. Sheactively listensto othersand worksto
find solutionsthat are viewed by everyone asinclusiveand
successful.”

Even with her heavy workload, Ms. Reese makestimeto
help others, even outside of work. Sheisvery involvedin
her church-based community services and other outreach
programs.

Inaddition to receiving the Epidemiology Section’sEmployee
Recognition Award, shewill be presented with agift certifi-
cate from the Section Management Team.
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